A variety of legislation, initiatives and organizations exist to support, encourage and even oblige schools to collaborate more effectively with parents or guardians. However, there is minimal understanding of the experiences and opinions of parents and school staff about their roles, especially in relation to children's health education. This study examined how parents of 10-11-yearold children perceive the roles of both home and school in educating children about health. A questionnaire, based partly on the Finnish national core curriculum for basic education, was administered to 348 parents; the response rate was 53%. Factor analysis was used to define sum variables, which were then used as dependent variables in an analysis of variance examining the effects of children's gender and health; parents' education, gender, work status and year of birth; and school location (urban/rural). The results suggested that parents considered that either health education was mainly their responsibility, or it was a mutual responsibility with the school. Parents living in rural areas and the youngest group of parents were more likely to consider that health education should be shared with schools than were parents living in cities, or older parents. To expand awareness about the role of home and school in children's health education and to develop further health promotion within the whole school community, it is important to gather parents' views regarding health issues. This study was conducted as part of a broader program in the health promotion network of the Schools for Health in Europe (SHE).
INTRODUCTION
Many official documents, provided by a number of countries and organizations [e.g. (WHO, 1998; Australian Government, 2008; Department for Children, Schools and Families, 2009 ; US Department of Education, 2010)], emphasize the importance of both home and school in rearing and educating children. In Finland, the objectives and contents of the basic education core curriculum (FNBE, 2004) , based on the Basic Education Act (Basic Education Act, 1998 , Amendment 477/2003 , also define cooperation and joint responsibility between home and school with respect to health in areas, such as supporting pupil's healthy growth, security, wellbeing and effective learning in the school community (FNBE, 2004) . However, research has demonstrated that some confusion exists about roles and expectations among teachers and parents, who exhibit diverging goals, demands, values and competencies (Kellaghan, 2001; Tveit, 2009) . Likewise, the topic of parental responsibility occasionally raises public discussion (Bö ö k and Perä lä - Littunen, 2008; Izbicki, 2010) . One factor prompting the debate stems, at least partially, from the eagerness of parents to transfer fundamental parental responsibilities from home to school, resulting in extra work and worry for school staff (Izbicki, 2010) .
In Finland, society views parental responsibility as a lifelong duty, including being committed to parenting, helping the child when needed and being a model for the child (Bö ö k and Perä lä - Littunen, 2008) . With respect to education, Finnish studies (Seppä lä , 2000; Alasuutari, 2003) indicate that professional educators view the responsibility for children's rearing differently from parents, considering that they have too much responsibility over the child.
Å man-Back and Bjö rkqvist studied parents' and teachers' attitudes regarding school involvement that extended beyond the traditional academic core (Å man-Back and Bjö rkqvist, 2007) . In addition to academic skills, teachers and parents perceived several tasks, such as obtaining information about drugs and sexuality, learning diligence or managing conflicts, as being a shared responsibility between home and school. Gillies observed that not all parents are capable of teaching their children at home, and therefore stressed the responsibility of teachers (Gillies, 2008) . The main point in a discussion related to responsibilities is that neither parents nor educators feel completely confident in their roles in certain areas (Walker and Milton, 2006) .
In addition to school-aged children's key health learning environments-home and school-the media also play a notable role in children's and adolescents' health learning (Dorey and McCool, 2009; Strasburger et al., 2010) . Learning about health from the media can be treated as a supplementary learning method that is, and should be, guided by adults such as teachers at school, and parents at home (Tinsley, 2003) . In addition, as children grow, peer influence as a source of health learning becomes increasingly important (Race Mackey and La Greca, 2008; Fitzgerald et al., 2010) . The fact that children and adolescents are mainly exposed to peer influence at school makes school an even more varied environment for health education.
Despite this, an educative role for the home remains obvious; even more than it was in the past. For example, studies and programs from Australia, the UK and the USA (Axford, 2007; Sylva et al., 2008; Van Voorhis, 2011) confirm the importance of a parental role in teaching children (e.g. in literacy, math or science), as well as noting its positive influence for disadvantaged or culturally diverse families. From the perspective of health, parental impact on children's and adolescents' behaviors is obvious (Turunen et al., 2005; Loessl et al., 2008; Vereecken et al., 2010) . Parents often, and naturally, serve as co-educators with schools, and may also play an educative role in health issues by participating in special programs [e.g. (Jarvis and Stark, 2005; Jackson and Dickinson, 2009; O'Donnell et al., 2010) ]. For children with special needs, parents' involvement in schoolwork is an essential component for the child's success (Floyd and Vernon-Dotson, 2009 ).
Health education, as with education in general, includes both formal and informal learning. Formal learning through school health education aims to increase the knowledge and skills related to health. While approaches vary between countries (Bikmaz and Gü ler, 2007; Kann et al., 2007; Jourdan et al., 2010) , school health education in Finland is either integrated into several other school subjects like biology and chemistry (grades 1-6), or is treated as an independent school subject (from grade 7). According to the Finnish basic education core curriculum (2004), health education aims to develop school children's cognitive, social, functional, emotional and ethical capabilities. Highly educated, Master's level teachers plan and deliver the instruction so that students receive a comprehensive picture of health throughout the 9-year basic education (FNBE, 2004) .
Compared with formal learning, informal learning is spontaneous, not evaluated and can occur everywhere (Eshach, 2007) . In the school environment, it refers to the concept of a 'hidden curriculum'. At home, it includes parental practices such as socialization; modeling specific skills, attitudes and behavior; providing experiences; and developing traits conducive to learning, growth and development (Atkin and Bastiani, 1988) . According to Tinsley (Tinsley, 2003) , children are expected to learn concepts of health and health skills by being given
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According to the Finnish national curriculum (2004) and its revision (FNBE, 2010 , Amendment 50/011/2010 , 'It is important that the caregivers have the opportunity to participate in setting the objectives, planning and evaluating school's educational and instructional tasks together with the teachers and pupils.' In addition, the objectives, methods of collaboration, responsibilities, distribution of work between the stakeholders (home and school) and their evaluation ought to be defined in the local curriculum. Opportunities that parents or guardians find for working with teachers and pupils in planning and assessing the schools' educational and instructional work serve to promote home -school connections. Promising results in the curriculum through working together with parents have been achieved (Johansson, 2009 ), but much more work is needed. Schools should take the initiative to encourage cooperation; the process also requires discussion and the provision of information about the rights and responsibilities of parents or guardians, the teacher and the student.
This study explored the role of home and school in children's health education, including cognitive, social, functional, emotional and ethical components of the development of children's skills and knowledge. The study examined how parents of 10-11-year-old children in four schools perceived the roles of both home and school in educating children about health as defined in the curriculum.
METHOD

Setting and participants
The Schools for Health in Europe (SHE) program was the network within this study was conducted; it focuses on supporting national organizations and professionals to develop and sustain school health promotion. It also aims to provide evidence regarding the effectiveness of the health promoting school (HPS) approach (SHE, 2011) , recognizing that the ethos of the learning environment and relationships within it can support or undermine health. This study explores parents' evaluation of the key environments where children's health learning takes place (Gray et al., 2006) . The study participants included parents (n ¼ 348) of fourth-grade students (aged 10 -11 years) in four comprehensive schools (grades 1-9) in eastern Finland, selected by the purposive sampling technique. Inclusion criteria limited the study sample to comprehensive schools (grades 1-9), which followed the regular national core curriculum for basic education, included more than one-fourth grade, and reported no home -school initiatives that were ongoing or about to start. Parents were informed about the study prior to data collection, and both the local municipal federation of education at each study site and the principals of the four study schools authorized the study. Two schools were categorized as city schools ( populations of 23 000 and 91 000), and two as rural schools ( populations of 4000 and 7500), based on Finnish statistical groupings of municipalities in 2008 (Statistics Finland, 2010) .
Data collection
The researchers developed a questionnaire to measure parents' opinions and experiences towards school and health education, and to assess their health-related practices. Previous studies and questionnaires identified from the literature [e.g. (Epstein et al., 1993; Cox, 2005; Poutanen et al., 2006) ], as well as national documents related to the study topic [e.g. (FNBE, 2004) ], guided questionnaire development procedures. A pilot study protocol confirmed content validity for the questionnaire.
The questionnaire addressed six main themes: (1) general collaboration and interaction with the school and the child's class teacher (49 items); (2) collaboration and interaction between parents (10 items); (3) health guidance and family routines (13 items); (4) learning about health at school and at home (23 items); (5) health education at school (7 items); and (6) health education responsibilities (36 items). This paper discusses data from theme six, 'health education responsibilities', including the cognitive, social, functional, emotional and ethical components of children's development of skills and knowledge relating to health.
Analysis
The background variable gender ('mother', 'father', 'caregiver') was summed in two classes ('mother' and 'father') because only three caregivers (two females and one male) participated in the study, and the aim was not to determine the differences between biological and non-biological parents. The year of mother or father's birth was allocated to one of three classes (1950 -1959, 1960-1969 and 1970 -1979) .
The data analysis started by examining the descriptive statistics for individual variables, after which the suitability of data for factor analysis was assessed. The Kaiser-Meyer-Olkin value was 0.86, exceeding the recommended value of 0.6, and the Bartlett's Test of Sphericity reached statistical significance, supporting the factorability of the correlation matrix (Pallant, 2007) . An exploratory factor analysis using principal axis factoring was used to identify the factor structure, which was determined by Eigen-values greater than or equal to 1. The factors were labeled according to health education content areas, and used as sum variables, which were then investigated using the descriptive statistics (Means, Standard Deviations). The internal reliability of these was examined using the Cronbach's alpha coefficient, for which the values varied between 0.67 and 0.85 (Pallant, 2007) .
The differences in mean scores by sum variables and child's gender and health status, parent's education, gender, work status, and year of birth, and the area of residence (rural/ urban) were examined by analysis of variance. A probability of 0.05 was set as the threshold for statistical significance; if results were significant, mean scores were compared to identify differences among groups of background variables (Pallant, 2007) . The computer package used was the Predictive Analytics Software (PASW Statistics 18).
RESULTS
Characteristics of the respondents
The response rate was 53% (184 of 348 parents completed the questionnaires). Most respondents were female and held regular, full-time work. Over half were born in the 1960s. The most common level of education was secondary education, followed by tertiary education, and then comprehensive school education. The respondent's child was more often a boy than a girl, and less than 10% of children had a chronic disease. Over half of respondents lived in a city (Table 1) .
Parents' views about the responsibilities of home and school in health education content areas The health education content areas that over 30% of parents viewed as totally the responsibility of parents were: proper dressing (49.7%), sleep and rest (44.8%), television use (42.4%), medicine use (38.6%), washing and hygiene (32.6%), daily routine (31.1%) and knowledge of children's diseases (30.1%) ( Table 2) . Furthermore, a large number of parents reported certain content as mainly the responsibility of parents, such as caring for one's own health (63.0%), the importance of family and friends to well-being (62.0%), recognizing and regulating emotions (60.3%) and oral health and teeth care (52.5%). Very few parents (0.5-2.7%) indicated that some content was totally The roles of home and school in health education 247 the school's responsibility, but a group of parents considered educating a child in content areas such as functioning in a group (29.5%), anatomy and physiology of the human body (28.9%), human growth and development (25.0%) and proper working postures (22.8%) was mainly the responsibility of school. Most of the contents of the child's health education were perceived as the mutual responsibility of home and school by parents; the items bullying and violence, action in emergencies, human posture and reliability of health-related Table 2) . The factor solution acted as the basis for the sum variables 'health education responsibilities' (Table 3) . The descriptive statistics for the sum variables revealed that parents viewed the content areas children's diseases and medication, maintaining one's own health, boundaries and regulations, nutrition and physical activity, and social and emotional wellbeing to belong to the home (Means varied from 1.92-2.39) and the content areas traffic safety, first aid skills, factors detrimental to health, growth and development, and working habits belong equally to home and to school (Means varied from 2.75-3.13). No health education content categories were considered the sole responsibility of school (Figure 1 ). Table 4 presents the means and standard deviations for the statistically significant relationships between the health learning content and the background variables. Rural parents perceived the content of social and emotional wellbeing as a shared responsibility between home and school to a greater extent than city parents ( p ¼ 0.011). They also placed the contents of nutrition and physical activity ( p ¼ 0.002), boundaries and regulations ( p ¼ 0.009), children's diseases and medication ( p ¼ 0.010), traffic safety ( p ¼ 0.008) and working habits ( p ¼ 0.032) as more of a shared responsibility than city parents.
Relationship between background variables and health learning content areas
Moreover, parents who lived in a city and parents whose children were healthy considered the content of growth and development to belong more to home than did parents of chronically ill children, or parents living in rural areas ( p ¼ 0.009 and p ¼ 0.030, respectively).
The mothers perceived first aid skills to be a shared task more than fathers ( p ¼ 0.044). In addition, the youngest group of parents' (born in the 1970s) considered that home and school should share the responsibility to educate their child about factors detrimental to health more than parents born in the 1950s or 1960s ( p ¼ 0.002). Similarly, the content of boundaries and regulations yielded diverse views about the responsibilities among the parents of different ages ( p , 0.000). No significant differences in health learning content were found in relation to parents' education or work status, and children's gender.
DISCUSSION
This study focused on parental views of the responsibilities of home and school in educating children about health issues. Based on the results, location of the school emerged as the most significant factor in explaining parents' perceptions: rural school parents thought that responsibilities should be shared for most health education content areas. This finding is significant. Since the basic education curriculum in Finland is the same regardless the location of the school, this finding may reflect cultural issues. Rural schools may have the advantage of a more familiar school culture, since school staff and parents (and more broadly, the whole community) usually know each other better than in city schools. Another explanation could be parents' additional need for support from schools, or a lack of skills to educate their child about health issues. An increased need for support from schools and a low level of skills among parents are often related to a low level of education, at least in countries with high income differentials. Finland, however, is a welfare state with a homogenous population, and the quality of health services and education remains relatively similar in the cities and the countryside. These interpretations, therefore, must be regarded as culture-specific due to the variation in size, social structure and economic situation of rural and urban areas in different countries [e.g. (Kalaoja and Pietarinen, 2009; Berdashkevich and Vlasov, 2010) ].
Furthermore, parent's year of birth had an impact in determining the perception of responsibilities. The youngest group of parents, representing one-third of the sample, thought that responsibilities should be shared between home and school more than the groups of older parents. Accordingly, the older the parents, the more likely they were to view educating the child about the basic principles of Internet and television use, setting boundaries for permissible activity (sum variable boundaries and regulations), and educating the child with respect
The roles of home and school in health education 249 to tobacco, alcohol or violence (sum variable factors detrimental to health) as belonging to the home. The child's health status related significantly to the content area of growth and development; this implies that parents who had a chronically ill child thought that responsibilities should be shared in educating the child about growth and development. In addition, more mothers than fathers felt that first-aid education should be shared between home and school, possibly referring either to the technical aspect of teaching first aid, or lacking the confidence to teach these demanding skills to the child themselves. Most first aid skills are usually acquired through formal learning. Therefore, the school's role may be perceived as quite strong in this area. Findings from this study do not support the current discussion in Finnish society concerning lack of parental responsibility. The parents of any age, education, work status or gender did not suggest or expect the school to take sole care of any areas of children's health learning. A similar view is also supported by earlier Finnish studies of home-school collaboration (Metso, 2004; Bö ö k and Perä lä -Littunen, 2008 ). In the current study, parents viewed several content areas as their responsibility-though younger parents differed from their older counterparts with respect to some content.
In accordance with theoretical perspectives on formal and informal learning (Eshach, 2007) , it is evident that parents play a significant role in their children's health education (Turunen et al., 2005) by teaching and modeling healthy lifestyles (Bois et al., 2005; Sutherland et al., 2008) . However, due to rapid changes in society, with greater knowledge, a variety of opinions, busy lifestyles and changing values, choices between healthy and non-healthy behaviors that adults promote for a healthy childhood create a complex decisionmaking climate (Christensen, 2004; Ginsburg, 2007; Jackson and Tester, 2008) . This difficulty may be reflected in this study by younger parents and rural school parents, who exhibited an increased tendency to allocate the responsibility of health education to school in a few single content areas, or to share it with school.
In the next three sections, the findings are further discussed within the framework of the Finnish basic education national curriculum, referring to the development of students' cognitive, social, functional, ethical and emotional capabilities. a Range from 1-2.49 indicates the responsibility of home, 2.50-3.49 the responsibility of home and school together and 3.50 -5 the responsibility of school.
The roles of home and school in health education 251 Content areas of children's health education that belong equally to home and school Findings from this study indicate that parents strongly value the school's educative role in health education together with home. Of 36 items (Table 2) , 22 were allocated to the category 'belongs equally to home and to school'. Bullying and violence were rated highest, indicating that parents valued the role of schools and their cooperation with respect to safety. The policies and programs to prevent forms of violence in school social environments, as well as school's role in educating children about violence-related issues, are essential in school health promotion (Marx et al., 1998; St Leger et al., 2009; Green and Tones, 2010) and help ensure the development of students' emotional safety and ethical development. The question that addressed bullying and violence in this study did not differentiate between methods of bullying, although this would be interesting to examine. 'New' methods of bullying, like cyberbullying, may be unknown to parents not familiar with computers, and therefore they may not have the appropriate tools to discuss online risks with their children (Anastasiades et al., 2008; Mesch, 2009 ).
Other content areas that parents considered to belong equally to home and school concerned action in emergencies and first-aid; proper working postures and posture of the human body; interaction; reliability of health related knowledge; functioning in a group; tobacco, alcohol and intoxicants; traffic; puberty changes; and sexual development. For example, teaching children about sexuality, relationships, emotions and sexual health represents a challenge for both parents and teachers (Weaver et al., 2002; Walker and Milton, 2006) . Parents' views about the responsibility for sexual health education also seem to vary among studies, either supporting the shared responsibility of home and school (Weaver et al., 2002) , or emphasizing the role of home (Å man-Back and Bjö rkqvist, 2007) .
Furthermore, educating children about alcohol and substance abuse needs additional discussion between home and school. A study by Jarvis and Stark (Jarvis and Stark, 2005) revealed that only a minority of parents thought their children were well informed about alcohol and drug misuse. In addition, it was a topic rarely discussed at home. Given that health-related risk behaviors such as smoking or drinking alcohol are often adopted or at least experienced during early adolescence, the need for knowledge and reinforcing health messages to children from multiple sources are essential to prevent problems arising (Jarvis and Stark, 2005; Beatty et al., 2008) . The preventive aspect of health education, as described above, aims to increase children's cognitive abilities, but a comprehensive approach is also required, involving the integration of social, ethical, emotional and functional components.
Content areas of children's health education that belong exclusively or mainly to the home The content areas proper dressing, adequate sleep and rest, daily routine, and washing and hygiene were considered to 'belong totally or mainly to home' by over 80% of parents. In addition, the basic principles of watching television were considered to be learned at home. However, while adequate sleep and rest or daily routine were considered to be a responsibility of the home, increasing evidence suggests that sleep patterns of children and youths have worsened internationally (Loessl et al., 2008; Noland et al., 2009) . This may imply that parents do not fully understand the importance of adequate sleep for their children. Furthermore, the parents' role in their child's bedtime routine has been found to decrease as the child gets older (Loessl et al., 2008) , resulting in young people who are allowed to choose their own bedtime. A study by Noland et al. (Noland et al., 2009) highlights the importance of sleep hygiene education not only for adolescents, but for their parents. Inadequate sleep not only has a negative influence on child health, but also distracts from classroom work and adversely influences learning.
The views discussed above reflect an understanding of the parents' primary responsibility in supporting children's wellbeing through practices promoting health, in particular through strengthening the functional capabilities of the child.
Content areas of children's health education that belong exclusively or mainly to school Nearly one-third of parents in this study viewed the content 'functioning in a group' as the responsibility of the school. This finding is not surprising, since coping in a group represents a basic skill that children practice repeatedly from the beginning of school. Similarly, in a study by Å man-Back and Bjö rkqvist (Å man-Back and Bjö rkqvist, 2007), teachers and parents placed
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This study also revealed that, surprisingly, many parents considered that the content areas relating to the human body and its functions, and growth and development, should be taught at school, reflecting the school's responsibility for developing children's cognitive abilities. This finding, however, is understandable in light of a study by Havu-Nuutinen and Keinonen (Havu-Nuutinen and Keinonen, 2010) , who found that understanding of the human body and its organs varies substantially among 12-year-old Finnish pupils. Pupils had quite a lot of knowledge about the human body, but understanding organ functions, as well as more detailed knowledge of anatomy, remained unclear to them. Similar findings have also been reported among adults, and among teachers (Patrick and Tunnicliffe, 2010) , underscoring the difficulty associated with this area.
LIMITATIONS
Some study limitations should be noted. First, while the response rate of 53% was acceptable, respondents may not have included parents who do not actively participate in home and school collaboration, and non-respondents may hold different views about responsibilities. Secondly, respondents' socioeconomic and ethnic backgrounds were relatively homogenous and consequently the results could have been significantly different in a sample including more socioeconomic groups or in countries that do not employ 'western' systems of education and parenting. Thirdly, the study relied exclusively on questionnaires for data collection. Interpretation of the data may therefore lack the depth of understanding which could be achieved by other data collection methods such as conducting interviews.
CONCLUSION
The findings revealed that the majority of health education content areas were considered the responsibility of both home and school, and a large number of content areas as the responsibility of home. No health education content was considered to be solely the responsibility of schools.
Basic parenting tasks, such as sleep and rest, or hygiene care, were content areas that the parents considered belonging to home. Hence, home is the environment where the child practices their functional capability with parents and other family members. The content areas that a group of parents considered to be the responsibility of school were related to functioning in groups and basics of human biology. Therefore, schools should provide a safe and academically stimulating environment for children to develop their cognitive and social capabilities. The substantial role of the school in developing other health capabilities (emotional, ethical and functional) is also notable, as most aspects of health education, such as bullying and violence, or first aid, were clearly perceived to be a shared responsibility between home and school. In addition to formal health education, applying a broader approach by encouraging the development of HPSs could encourage the whole school community to participate in health promotion.
To date, limited research has addressed the topic of home and school responsibilities for child and adolescent health. This study suggests that future investigations should be conducted to address the study limitations and to understand better the association of responsibilities between home and school with respect to child health education. Future research should include methodological improvements such as sampling procedures that achieve broader representation of socioeconomic and ethnic groups, increased efforts to reach non-respondents who may hold different views about home and school responsibilities and incorporating data collection procedures such as individual interviews and focus groups with parents to facilitate a deeper and richer grasp of respondents' views. In addition, the findings suggest that the issue of shared responsibilities, the views of younger parents and parents living in different locations should be further examined.
